OMB roved Mo, 2900-0016
nt Burden: 1 inlr 15 mﬁﬂﬂ

QB DE'pLLr'.'HI}n'L of Veterans Affairs GUVEHNMENT UFE lMEUHANCE

PRIVACY ACT INFORMATION: No bencfits may be granted wnless 8 completed application has been received (38 USC 1912, 1915, 1942 and 1948). The
information provided on & voluntary basis will be wsed by VA employees and your authorized representatives in the maintenance of Government Insurance programs,
Responses may be disclosed ouiside VA only if the disclosure is avthorized under the Privacy Aci, including the rowtine wses identified in the VA sysiem of records,
36VADD, Veterans and Armed Forces Persoamel U.5. Government Life Insurance Records - VA, published in the Federal Register. Income and employment
information you furnish will be compared with information obtained by VA from the the Secretary of Health and Human Services or the Secretary of the Treasury
under section GI03(INTNID) of the Imernal Revenue Code of 1986, Any imformation provided by you, including your Social Security number, may be used in
maiching programs to confirm your continued eligibility to this disability benefit, if it is granted.

B Control Number. Public reporting burden for this collection of information is estimated to average | hour 45 minules per response, including the time for
iewing instructions, searching existing data sowrces, gathering and maintaining the data needed, and completing and reviewing the collection of information. 1f
vou have comments regarding this burden estimate or any other aspect of this collection of information, call 1-800-827-1000 for mailing information on where io send
'vour COmmEnts.

EMNDEI\ITBUW: VA may nol conduct or sponsor, and respondent is nol required fo respond 1o this collection of information unless it displays a valid

INFORMATION AND INSTRUCTIONS
THIS APPLICATION IS TO BE COMPLETED BY VETERANS WHO HAVE GOVERNMENT LIFE INSURANCE
AND BECOME TOTALLY DISABLED.

TOTAL DISABILITY:

1. Any impairment of mind or body which makes it impossible for the veteran to be gainfully employed.
2. Total Disability must start before the veteran’s 65th birthday.

'WAIVER REFUND

1. Premium Refunds limited to one year prior to date the claim is filed, unless there were circumstances heyond the

veteran's control (such as a severe mental disability). LACK OF KNOWLEDGE OF THE WAIVER PROVISION IS
NOT A CIRCUMSTANCE BEYOND THE VETERAN'S CONTROL.

2. If total disability started more than one year prior to the date of your claim, and you believe a mental disability
Er:vcnlnd you from filing an earlier claim, please include a statement explaining these circumstances on a separate sheet
f

paper. YOU SHOULD ALSO INCLUDE ANY MEDICAL EVIDENCE WHICH SUPPORTS YOUR
ATEMENT.

[PART I should be completed by the insured veteran if able; if not, by a person acting on his/her behalf.

PART II should be completed by the insured veteran’s physician or hospital official. If there will be a delay in preparing
[Part 11 send Part 1 immediately.

NOTE: IF THE VETERAN HAS BEEN GRANTED DISABILITY BENEFITS FROM THE SOCIAL
SECURITY ADMINISTRATION, PLEASE ATTACH A COPY OF THE AWARD LETTER.

PART |
: : D {Type or print] Z. INSURANCE FILE NUMBER Unclude fetier prefix)

ur:r g ety er and street or rural route, | 4, SOCIAL SECURITY NUMBER
o i ale

5. DATE OF BIRTH

6. DAYTIME TELEPHONE NUMBER (include Area Code/

7. CLAIM NUMBER

8. DATE DISABILITY PREVENTED EMPLOYMENT 8. DATE RETURNED TO GAINFUL EMPLOYMENT

10A. EDUCATION (Circle highest years completed) (If you have any other specialized training or education please complete ftem 108/

12345678 1234 1234
{Grade Schooll {High Schoall {Coliege)
10B. PLEASE PROVIDE ANY SPECIALIZED TRAINING IN THE SPACE PROVIDED BELOW

¥OU RECEIVING OR HAVE YOU APPLIED FOR ANY : ING TOTAL OR PERMANENT
11. AﬂE I:HJ SEMEFITS AS LISTED BELOWS 12. DISEASE OR INJURY CAUSING TOTAL DISABILITY

VA DISABILITY SOCIAL SECUR
[ compensamion [ varension [ Basiiy o

M SUPERSEDES VA FORM 29-357, DEC 1987, WHICH WILL
HF'FE‘BS 29-357 NOT BE USED,




REPORT FOR DISABILITY INSURANCE PURPOSES OF TREATMENT PART II
IN A HOSPITAL OR FROM AN ATTENDING PHYSICIAN

Part 11 of this application should be completed by the appropriate hospital official or by the veteran’s attending physician.if

%ﬂu: hospital summaries are available, please forward with application.
1. » MIDDLE, LAST NAME INSURED (Type or print) 2. INSURANCE FILE NUMBER (include letter prefix)
3. HOME ADDRESS [Wumber and Sireet or rural route, oty or F.0L., Sieie and 2P Code] ¥

4, MWLM 6. SOCIAL SECURITY NUMBER

6. HIETORY l\'.bnﬂ_thﬂ il
. WHEN OID INJURY OR ILLNESS BEGIMT B. mnmsgm WORKING BELAUSE UF DISABILITY
D. FREQUENCY AND NATURE ElﬁEE'I'EiEHT

OF FIR EATME

. OBJECTIVE SYMPTOMS AND FINDINGS WHEN FIRST GEEN |

7. HOSPITALIZATION

TE
FROM TO MAME AND ADDRESS OF HOSPITAL CONDITION AT DISCHARGE

= i 7. PROGNOSIS
FLAST EXAM OR _ |B. OBJECTIVE FINDINGS
TREATMENT
C. DIAGNOSIS - CONDITIONS CAUSING DISABILITY D, IS VETERAN CAPABLE OF DOING
; ALL OF HISHER WORKT
D ves [ vo
E. IS VETERAN CAPABLE OF DOING
ANY OTHER WORK?
O ves O wo
|F- CARDIAC FUNCTION [Check If applicabie)
] AHA FUNCTIONAL CAPACITY - CL 1 (NO LIMITATION) [] AHA FUNCTIONAL CAPACITY - CL 3 (MARKED LIMITATION)
Fm FUNCTIONAL CAPACITY - CL 2 (SLIGHT LIMITATION)  [T] AHA FUNCTIONAL CAPACITY - CL 4 (COMPLETE LIMITATION)
MENTAL/N IMPAIRMENT (Ability to function in stressful siuations H. SINCE FIRST TREATMENT-HAS VETERAN

NO SLIGHT MODERATE MAR SEVERE
[JUMTATION [JUMITATION [ UMITATION [ LIMITATION [] DMtATion] []MPROVED [JWORSENED [ FHE SAE

. NAME AND ADDRESS OF ATTENDING PHYSICIAN OR HOSPITAL

10. DATE OF REPORT 11. SIGNATURE AND TITLE OF PERSON PREPARING REPORT

L'Wlu eu:?:lundmdm lmdl.hhd‘ﬂnl'ﬂmm_ﬁLYmhuﬂhdih—ﬁnpmmdeﬂwamﬂﬂlﬁimlﬂ-immﬂmwdl
lare maintained. The of the Department of Veterana Affeirs office that maintains these records is:

Dupnrmrrl of Veterans Affairs
¢ and Insurance Center [WF)

Bm?m

Phladeiphis, PA_19101

oD




IF YOU HAVE ANY QUESTIONS ABOUT DISABILITY BENEFITS OR YOUR INSURANMCE,
PLEASE CALL OUR TOLL FREE NUMBER 1-B00-669-8477

13. HOSPITALS WHERE YOU HAVE BEEN TREATED, INCLUDING VA HOSPITALS
NAME OF HOSPITAL ADDRESS OF HOSPITAL A%?{Fﬂ DATE

14. PHYSICIANS WHO HAVE TREATED YOU FOR DISEASE OR INJURY. CAUSING TOTAL PERMANENT DISABILITY
DATE
NAME OF PHYSICIAN ADDRESS OF PHYSICIAN e v TREATMENT

15. RECORD OF EMPLOYMENT FOR ONE YEAR PRIOR TO THE DATE OF TOTAL DISABILITY TO THE PRESENT

DATES OF EMPLOYMENT LAST DAY INSURED WORKED ____HOURS WORKED EARNINGS
FROM TO DATE WEEKLY WEEKLY
OCCUPATION NAME AND ADDRESS OF EMPLOYER N FOR TERMINATION OF
EMPLOYMENT
|_DATES OF EMPLOYMENT LAST DAY INSURED WORKED HOURS WORKED EARNINGS
FROM TO DATE WEEKLY WEEKLY
Emm
DATES OF EMPLOYMENT LAST DAY INSURED WORKED _____HOURS WORKED RNINGS
TO DATE WEEKLY WEEKLY
[N EMPLOYMENT

’MMDADDHESEOFEHPLGTEH REASON FOR TERMINATION OF |

I consent that any physician or hospital who has treated or examined me for any purpose, or who [ have consulted professionally, any insurance
company or organization to which I have applied for insurance, or any person, persons, firm or corporation to whom, or to which I have applied|]
for employment or disability benefits, may provide to the Department of Veterans Affairs or lestify as o, or produce in courl, any information
obtained concerning mysell by reason of the foregoing, and waive any privileges which render such information confidential.
Apbﬂhﬂﬁ:mpj uf&ummdﬂﬂbﬂmrdemdﬂhd suthorization for release of information to VA.

PENALTY - The law that whoever makes statement of a material fact, it to be false, shall be
Py e prie prowdn w any knowing it to punished by fine
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